MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH :62':028209

DEPARATMENT OF PUBLIC MEALTH AND WELFARR

STATE FILE NUMBER
%"N'}a};‘g%f“ AMENDED Registration District No. ________._ i}.---_l’rimary Registration Dstrict No. __________._____Registrar’s No. ___Ja_.ﬁ:_----_
— 1 .
T hkdeddtml U T8 1957 7. USUAL RESIDENCE (Where deceassd fived. W imstitulion: Residence before
». COUNTY a. STATE b. COUNTY dmissi
Vs 300 8 Putnam Mo [ Pu.tnﬂ.m edmission)
Rev. 4/59 =] B CITY (I¥ outaida corporate Jinits, give TOWNSHIP only) Length of stay in 1b < Tnside Limits
R
2 TOWN TOWN Y N
. z Rural -Elm-Tmp. life Rursl Elm Tmp =0 N
c. FULL NAME OF (If NOT in hospital, glva location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
— 0460 | u HOSPITAL OR ADDRESS
=
2 g INSIITUTION Nov 11’1861‘, Mo. Yes [ Noyfl Novinger. Mo. 'reslz_ No O
3 ] 3. NAME OF DECEASED First Midd(e Last 4, DATE Manth Day Year
(Type or prini) D?AFTH
4 Rollile Dow Hatfield July 31 62
e 5. SEX 6. COLOR OR RACE 7. Married Never Married [] |8. DATE OF BIRTH | 9- AGE (last birthday] IF U YEAR I UNDER 24 HR
5 M w Widow Divorced [J 7-2 02 60 Manths @ys Hours I Min,
- -
-———L- 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& v during most of working life, even if retired)
2 P Putnam Co, Mo,
7 P 9 13a. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
-
0 Thomas Albert Hatfield Gertrude Hoops Mary V, Hatfield
8 2 v 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address
1< {Yes, no, or un'known)l {If yes, give war or dates of service,
527 no LaMOo e
L % — 18. CALSE OF DEATH {(Enfer only one cause per line fo INTERVAL BETWEEN
10 uz-' PART |I. DEATH WAS CAUSED BY: ﬂ QONSET AND DEA,
a2 s £ IMMEDIATE CAUSE (a} . 7 ‘”‘ag
1 ] ) r7 , g 4 vy
Oia /0
W @)
12 of $ o Conditions, if eny, DUE TO (b} [4 4 3
ZQ - 2 w5 which gave rise to /
S ‘2 above c}:uu d(a). &
= stating the under- _%y
13 Z - Q = lying cauie last. DUE TO {c) ==l v / v
'_—_2 z PART Il. QTHER SIGNIFI T CONDITION, ONTRBUTING DEATH but not related 1o the terminsl PART 1Il. If deceased as  female was
o]
g dj a co iven in PART | there a pregnancy in last 90 days.
v
E § ID Yes l O Na I O Unknown
Y E 19. WAS AUTOPSY 20a. AC ENT SUICIDE HOMICIDE 20h, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART II of item 18.)
= [ PERFORMED?, a O
S v YES[] NO
e} % 1
20c. TIME OF  Hbu Meonth, Day, Year
Z E 2 INJURY .
N g g p.m.
Z, -] N 20d. |NJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
E WHILE AT WORX [J farm, factory, street, office bidg., e1c.)
"4 NOT WHILE AT WORK [J
[¥) o o ol ya l rd y 2y '?. Vi £ -
S o E é 21‘. | attended the decessed from. E /2 ? / 1 > to. 7 //(./Z 1 and last saw |, alive on, :/7/ 6
0 o fa) Death occurred at Py /Zﬁm on the date stated above, and to the best of my knowledge, fram the causes stated.
[77] ; = 77 P ...Y . 4 ra
g i 8 % ; 2%h. ESS N TE s
> | |3 o . ey ( a2,
- 2 3., aggw,, C“g”"‘-‘,“,’”' 23b. DATE 4 230 NAME OF CEMETERY OR CREMATORY 23d. LOCATION (gh,hown, oF county} tsrm) l
o 9 Rl %VAI. (Specify
z T T-14-62 Lone Pine Cem, Putn
= < | 724, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. [ 0.
L >
e a] F.O,Husted & Son-Unionville,Mo, | 7-/4#s9L 2

(Licensed Embalmer's Statemnent on Reverse Side)




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No._______

working under my personal supervision. M ; : fl Z
Student. Signed /77,0“

Signature of Student Embalmer \3.
Licensed Embalmer No \3 9 ‘7/5
P. O. Address C’(/WV‘W&

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license). )

If embalmed by a STUDENT, he also shall sign in his -OWN handwriting. Sl

If this body is not embalmed, fact should be so stated above.

. L] L




